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I am enclosing an article that I received frothne of my audiologists. It
seems to point out that a good percentage of troops returning from combat are suffering from tinnitus and hearing loss. This
is occurring even though we now supply hearing protection when practical and during all training with weapons. I am cer-
tain the combat troops of Vietnam, Korea and WWII suffered much greater auditory trauma than the present day combat
troops, and they had absolutely no hearing protection supplied, as most of us know first hand.

I don’t see how the VA could say that tinnitus and hearing had to be immediate after the tour of duty if they never tested the
troops with any thoroughness. Just asking someone how their hearing is does not qualify as a test. I am hoping our organiza-
tion or one of the Veteran’s advocates will use this study to make tinnitus and hearing loss as a presumptive disability for
certain military MOS’s and situations like combat.

Your thoughts? Please respond by e-mail. I don’t have a scanner so I have to mail this document to you. If we can get it on
line or in the Communicator, I think it would be helpful to everyone.

Thanks,ii

TelPuntillo

Verans Service Officer

Volo County

Fellow VSO’s &Norn
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Research and Technology - Paper

B e ST M S TR AR e

Postdeployment Hearing Loss in U.S. Army

Soldiers Seen at Audiology Clinics From
April 1, 2003, Through March 31, 2004

Thomas M. Helfer
Nikki N. Jordan
Robyn B. Lee

U.S. Army Center for Health Promotion
and Preventive Medicine, Edgewood, MD

Purpose: U.S. Army soldiers face unique noise
exposures in the current deployed setting.

The effects of these deployment-related expo-
sures have not previously been documented.
Method: In an attempt to initiate this process,
medical evaluations performed at military
audiology clinics from April 2003 through
March 2004 were reviewed to compare noise-
induced hearing loss injury (NIHLI) outcomes
among soldiers whose diagnoses were
classified as postdeployment-related versus
non-postdeployment-related. Sentinel NIHLI
outcomes of interest included acoustic trauma,
permanent threshold shift, eardrum perforation,

tinnitus, and military-specific H-3 and H-4
hearing loss profiles.

Results: Significantly higher rates of NIHLI and
associated outcomes were observed among
soldiers whose diagnoses were postdeploy-
ment-related.

Conclusions: Based on the findings from this
evaluation, recommendations are provided for
enhancing the force health protection posture for
prevention of hearing loss in future deployments.

Key Words: noise-induced hearing loss injury,
surveillance, postdeployment, evidence-based
practice

force with periods of deployment interspersed

with periods of home garrison training. The majority
of recent deployments have been in relation to Operation
Iraqi Freedom (OIF) and have involved battlefield
scenarios and potentially volatile peacekeeping missions.
Given the current military operations, the Army
represents a unique noise-exposed and medically evaluated
population of soldiers who may be at increased risk for
noise-related health outcomes.

The objective of this study was to establish a noise-
induced hearing loss injury (NIHLI) prevalence baseline
for a period of time including major unit deployments
and units returning from deployments (redeploying) with
noise exposures consistent with heavy combat operations
from April 1, 2003, through March 31, 2004. This
baseline is intended to help military preventive medicine
better assess deployment health risks and improve
monitering effectiveness of risk reduction intervention
efforts in current and future deployments; it is also
designed to be compliant with federal law regarding
current deployment health surveillance (Medical Tracking

T he U.S. Army is evolving into an expeditionary

System for Members Deployed Overseas, 1997, 2003).
To our knowledge, no such evaluation of noise-related
postdeployment health outcomes has been reported

to date.

The Department of Defense Military Health System
(MHS) has, however, established procedures that enable
such an evaluation. Every soldier returning from theaters
of operations is required to complete a standard post-
deployment health assessment form (DD Form 2796: U.S.
Department of Defense, 2003) and is interviewed by a
health care provider predicated on the soldier’s responses to
the standard questionnaire. Included in the standard health
assessment form are questions about changes in health
status, noise exposure, and experiencing “ringing in the
ears.” In a random sample of 3,000 DD2796 records for
OIF (for the time frame June 1, 2003, through May 31,
2004), Geckle and Lee (2004) observed that 71.0% of the
soldiers reported exposures to loud noises and 15.6%
reported ringing in the ears. They also reported that ex-
posure to loud noises was the third most common exposure
preceded by sand/dust exposure and vehicle exhaust
fumes exposure.

]
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The interviewers who review the DD2796 surveys and
make referrals to specialty clinics include physicians,
physician’s assistants, nurse practitioners, and senior
medics. Based on the results of the interviews, soldiers are
referred for medical evaluation at different clinics (General
Accounting Office, 2003). Positive answers to these
questions about noise exposure and ringing in the ears should
generate referrals to the audiology clinic for evaluation.

Outcomes data from audiology generally exist in three
separate formats: (a) the objective audiometric data recorded
on a paper form, (b) the audiologist’s documented
interpretation of the data (usually expressed in a Subjective,
Objective, Assessment, Plan [SOAP] note; Miller & Groher,
1990; Paul-Brown, 1994; see the Appendix for details), and
(c) the Composite Healthcare System/Ambulatory Data
Module or Composite Healthcare System II electronic
patient record health care database, which translates the
SOAP note into International Classification of Diseases,
Ninth Revision, Clinical Modification (ICD-9-CM) codes
(U.S. Department of Health and Human Services, 2003),
Current Procedural Terminology (CPT) codes (American
Medical Association, 2003), and specific clinic codes.

The ICD-9-CM and CPT codes are stored in a standard
ambulatory data record (SADR) database in compliance
with the Health Insurance Portability and Accountability
Act of 1996 and the federal regulations on electronic health
care data transaction standards (Health Insurance Reform,
2000). These SADR database codes are mainly used for
MHS health care administration purposes (reimbursement)
but are also used for public health surveillance including
deployment health surveillance.

Helfer, Shields, and Gates (2000) published standardized
ICD-9-CM/CPT coding guidelines for audiology clinic
visits associated with NIHLI with a goal of establishing
outcomes data standards that support an evidence-based
practice approach to occupational hearing loss prevention,
force health protection, and deployment health surveillance.
Their intention was to use these data to apply public health
surveillance methods in evaluating the effectiveness of
hearing loss prevention and intervention. This process would
include monitoring population health outcomes (standard-
ized ICD-9-CM) data through active and passive surveil-
Iance for sentinel events associated with NTHLIL

This hearing loss surveillance would be performed by
applying the public health performance evaluation processes
and deployment health surveillance straiegies outlined by
the Institute of Medicine of the National Academy of
Sciences (1996, 1997, 1999a, 1999b). These approaches
include involving experts in clinical practice, epidemiology,
biostatistics, and clinical data management to analyze health
outcomes data for increasing the effectiveness of interven-
tions with noise-exposed populations, including deployed
U.S. armed forces (Adera, Amir, & Anderson, 2000a, 2000b;
Adera, Donahue, Malit, & Gaydos, 1993a, 1993b; Adera
& Gaydos, 1997; Adera, Gullickson, Helfer, Wang, &
Gardner, 1995; Brownson, Baker, Leet, & Gillespie, 2003;
Dever, 1997). 2

The present study was based on the premise that clinical
coding quality at Army Medical Department medical
treatment facilities had improved hearing loss surveillance

data quality substantially since these coding guidelines
were initially developed and updated routinely. The latest
MHS Audiology/Hearing Conservation coding guidelines
are available at http://www.tricare.osd.mil/org/paefubu/
default.htm (U.S. Department of Defense, 2005).

Method

MHS health care administration data (ICD-9-CM codes
from the SADR) accessed through the Medical Metrics
(M2) database of the MHS Executive Information/Decision
Support system were used in this analysis. The M2 database
was queried for Army soldier (Active Duty, Reserves,
and Guard) visits to audiology clinics from April 2003
through March 2004,

The relevant ICD-9-CM code with an extension related
to postdeployment and other NIHLI ICD-9-CM codes of
analytic interest are presented in Table 1. Two of the
NIHLI categories noted (H-3 and H-4 hearing profiles) are
specific to the military population and are considered
duty-limiting. H-3 hearing profiles constitute moderate (o
severe hearing loss with speech reception thresholds less
than 30 dB HL (can be aided), thus precluding soldiers
from performing certain normal military duties; H-4
hearing profiles comprise severe to profound hearing loss
with aided speech reception thresholds greater than
30 dB HL, thereby potentially disqualifying a soldier from
continued service (U.S. Department of the Army, 2005). Of
note, a diagnosis of permanent threshold shift within the
MHS is taken to mean that in the audiologist’s documented

Table 1. 1CD-9-CM codes for passive surveillance of targeted
sentinel events (deployment, noise exposure, and hearing
outcomes).

ICD-9-CM? - Condition diagnosed

V70.56" Postdeployment-related

388.11 Acoustic trauma

388.12 Permanent threshold shift

388.30-388.32 Tinnitus

384.20~384.9 Eardrum perforation

389.8° H-3 hearing profile

389.9° H-4 hearing profile

E923.8 Exposure to other explosive materials—
explosions not a result of war operations

E928.1 Exposure to noise—usually steady noise not
impulse

E993 Exposure to enemy explosives and own—
injury due to war operations by explosion

E995 Exposure due to unspecified forms of

conventional war operations—injury due
to war operations (not including blast injury,
E993)

Note. 1CD-9-CM = International Classification of Diseases, Ninth
Revision, Clinical Modification (U.S. Department of Health and
Human Services, 2003).

#In coding into Military Health System {(MHS) data systems, the
V code comes first, then the applicable diagnostic numeric codes,
and lastly the E code.

®MHS unique code usage for data collection; not applicable to
civilian providers.
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clinical judgment, the hearing loss is sensory, caused by
noise exposure, and permanent.

Quarterly NIHLI visit rates and annual NTHLT pre-
valence rates among audiology clinic patients whose
diagnoses were classified as postdeployment-related were
compared with rates observed among the remaining
audiology clinic patients within the same time frame
whose visits were considered non-postdeployment-related.
Quarterly rates were based on the number of visits recorded
during the time frame examined, while the prevalence
rates were based on the clinic patient population seen
during this period.

Statistical analysis was performed using SPSS Version
13.0. Basic descriptive statistics to include odds ratio
estimates and 95% confidence intervals were generated.
Estimates were adjusted for various demographics using
binary logistic regression. Interactions between variables
included in the model were also evaluated. Because of the

‘large sample size, all statistical tests of significance were
two-tailed at the o = .01 level. Fisher’s exact tests were
used as needed; chi-square tests were used otherwise.

Results

Within the time frame examined, a total of 141,856
Army Active Duty, Reserve, and Guard members were
seen through the MHS audiology clinics. Multiple visits
were noted among 21,680 (15.3%) of this patient popula-
tion, resulting in a total of 171,261 audiology clinic visits
over the course of the year.

Audiology patients evaluated were 29.3 years old on
average (F'9.2 years). Patients were predominately active
duty (82.3%), male (87.1%), enlisted (83.9%) soldiers.
Population demographics are summarized in Table 2.

As can be seen in Table 3, annual prevalence rates of
NIHLI during the period April 2003 through March 2004
were significantly higher among audiology clinic patients
whose diagnoses were classified as deployment-related for
all NIHLI categories (68.6% compared with 4.0%,
respectively; p < .001). Postdeployment status remained a
highly significant predictor (p < .001) of NIHLI for
all categories when adjusted for various demographics.
Additional predictors of risk included increased age and
active duty status. Results of this analysis are presented
in Table 4,

Figure 1 shows the quarterly visit rates of NTHLI
occurring from April 2003 through March 2004 (April-
June 2003, July—September 2003, October~December
2003, and January-March, 2004) for postdeployment and
non-postdeployment visits.

Visits classified as deployment-related during the time
period investigated showed significantly higher rates of
NIHLI A surge of postdeployment visits for acoustic
trauma and permanent threshold shift was observed
during the second and third quarters. Rates observed
during non-postdeployment visits wete relatively stable
and low.

An elevated visit rate for eardrum perforations occurred
in the first quarter, and a decline in that rate occurred in the
following quarters among soldiers with documented post-
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Table 2. Demographics of Army audiology patient
population seen from April 1, 2003, through March 31,
2004 (N = 141,856).

Frequency

Demographics n Y
Age®

<25 56,970 40.2

25-34 45,410 32.0

35-44 29,136 206

45-54 8,380 5.9

55+ 1,834 1.3
Gender

Male 123,595 87.1

Female 18,254 129
Service

Army Active Duty 116,749 82.3

Army National Guard/Reserves 25,107 177
Officer status

Enlisted 116,718 83.9

Officer 22,465 16.1

Note. Missing responses noted; therefore, totals do not
add up to the N provided.

M =293, 8D =92

deployment-related visits as compared with the low and
stable rates observed during non-postdeployment visits,
Pearce (2004) has shown a similar pattern for combat fatality
rates during this time frame; the majority of deaths and
wounded in action during the first quarter were due to blast
injuries, a major cause of eardrum perforations. This first
period coincided with the heaviest combat operations
during OIF.,

Quarterly visit rates for tinnitus steadily increased during
postdeployment visits occurring in the first three quarters,
with a sharp increase in the fourth, while a steady decrease
occurred during non-postdeployment visits. In regard to the
MHS-specific H-3 and H-4 hearing profiles, rates were also
considerably higher among soldiers whose diagnosis was
classified as postdeployment-related, with rates decreasing
each quarter afier an initial high in the first quarter, The
opposite trend was observed among non-postdeployment-
related visits,

The ICD-9-CM E codes shown in Table 1 for external
cause of injury based on noise exposure could not be
evaluated due to apparent lack of use. In total, only 3 of the
171,261 audiology clinic visits included such a code.

Limitations

As is the case with many studies that rely on passive
surveillance, the analysis presented here is limited by its
dependence on clinical coding practices. The accuracy of the
ICD-9-CM codes related to postdeployment is unknown.

It is also likely that in focusing on the audiology clinic
population that some NIHLT outcomes were missed. Future
analyses should address this issue by linking the MHS health
care data from all clinics with the postdeployment data

Helfer et al.: Hearing Loss in Army Soldiers 163
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Table 3. Comparison of annual noise-induced hearing loss injury (NIHLI) prevalence rates among Army
audiology patients by postdeployment visit ICD-9-CM classification (N = 141,856).

Postdeployment-related Non-postdeployment-related
diagnosis (7 = 806) diagnosis (n = 141,050) Post:non-post®
Condition diagnosed n % n % OR 95% Cl
Acoustic trauma 45 5.6 78 0.1 122.8  83.6-180.6
Permanent threshold shift 236 29.3 639 05 76.1 63.7-90.9
Tinnitus 248 30.8 2,101 1.5 25.1 21.3-29.7
Eardrum petforation 13 1.6 88 01 30.0 16.5~54.5
H-3 or H-4 hearing profile 127 15.8 3,140 2.2 7.2 5.9-8.8
Any of the above® 553 68.6 5,668 4.0 525  44.8-61.4

Note. Rates are per 100 Ammy soldiers seen at audiology clinics from April 2003 through March 2004. OR = odds ratio;

Cl = confidence interval.

a0Rs were adjusted for gender, age, and service (active duty vs. guard); officer status was excluded from the
regression model due to significant interaction with the age variable.

bOf the patients with NIHLI outcomes, 7.7% had multiple diagnoses; counts and percentages provided are per
person—therafore, patients with more than one diagnosis are counted only once.

captured on the DD2796 postdeployment screening forms
and soldier personnel data that include arrival and departure
dates by theaters of operation. This would capture all
MHS-reported NIHLI regardless of clinic type and enhance
determination of soldiers’ deployment status, time deployed,
and deployment exposures encountered as potential risk

factors. Additionally, M2 data are captured at a higher MHS -

echelon of care, whereas outpatient data in theater during
this period are sparse, not systematically collected, and
unavailable for analysis.

Table 4. NIHLI risk factor analysis (all NIHLI categories
included).

Crude 95%  Adjusted  95%

Risk factor OR Cl OR cr

Age

<25 1.0 1.0

25-34 1.9 1.72.0 1.8 1.7-1.9

35-44 3.3 3.1-3.6 3.3 3.1-36

45-54 6.4 59-7.0 6.6 6.1-7.3

55+ 8.3 7.2-95 9.2 7.9-10.6
Gender

Female 1.0 1.0

Male 1.2 1.1-1.3 11 1.0-1.2
Service

Army National 1.0 1.0

Guard/Reserves

Army Active Duty 1.1 1.0-1.1 1.4 1.3-1.6
Officer status

Enlisted 1.0 NA

Officer 1.5 1.4-1.5 NA
Postdeployment-related '

No 1.0 1.0

Yes 52.2 44.9-60.7 525 448-61.4

*0ORs and Cls are adjusted for all factors listed; however, officer
status was omitted from the regression model due to a significant
interaction with the age variable.

Lastly, the Army Reserve and Guard population
evaluated is believed to be underrepresented. This is
because Reservists and Guard members are subject to
limited medical coverage as compared with active duty
members; therefore, they are more likely to seek care
through civilian providers rather than through the MHS
providers queried in this particular analysis. Despite the
limitations of the analysis, the clear increase in NIHLI rates
observed for soldiers whose visits were reported o be
postdeployment-related warrants further investigation.

Discussion

Part of the postdeployment soldiers” higher risk for
hearing loss may be attributed to failure of force health
protection and surveillance measures (General Accounting
Office, 2003). The hearing loss prevention measures
include providing adequate hearing protection and health
education to soldiers before deployment, including the
standard earplugs in the military’s inventory (U.S. Depart-
ment of the Army, 1998) and the new combat arms earplug
(Sienda, 2004; U.S. Army Center for Health Promotion
and Preventive Medicine, 2005). During the months
preceding OIF, reports from force projection (deployment)
sites to the Army hearing conservation program at the
U.S. Army Center for Health Promotion and Preventive
Medicine indicated that there were not adequate supplies
of earplugs to fit all deploying soldiers.

There was also failure of an Army medical readiness
automation system, the Medical Protection System
(MEDPROS), to provide unit commanders with information
regarding troops having adequate hearing protection and
predeployment baseline audiograms, as well as ensuring that all
troops had hearing profiles not limiting their duties, or waivers
if appropriate. The only hearing information in MEDPROS
consisted of whether soldiers wore hearing aids and, if so,
whether the soldier had a 6-month supply of batteries.

Finally, there is evidence (from data acquired through
the Transportation Command Regulating and Command

164 American Journal of Audiology = Vol. 14 « 161-168 » December 2005
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Figure 1. Comparison of noise-induced hearing loss injury rates between postdeployment and non-postdeployment visits.
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& Control Evacuation System [TRAC’ES)) that soldiers
having blast injuries may not have been referred to audiology
for adequate evaluation and treatment. We believe that
there is a high probability of underreporting of eardrum
perforations. These suppositions were developed after
comparison with data from another source. TRAC’ES
data from other clinics’ treatments of soldiers wounded in
action show evidence of 600 to 800 OIF soldiers with
potential blast injuries who may not have been referred to
audiology for evaluation. This supposition is under inves-
tigation based on available data.

It is important to note that some NIHLI is unavoidable
despite the availability/use of hearing protection and other
preventive measures. This is because some exposures,
particularly those experienced in the operational setting,
are so extreme that they will exceed the protective capability
of hearing protective devices, In addition, skull transmission
of intense noise, the element of surprise, and the coeffecis of
inhaled toxins such as carbon monoxide in conjunction with
noise can affect hearing loss outcomes.

In summary, we recommend the following: (a) fixing the
hearing protection supply chain so that troops receive
hearing protection and health education before deployment;
(b) improving MEDPROS to ensure that unit commanders
have correct information about troops having hearing
protection, predeployment baseline audiometry, and suitable
hearing profiles for deployment, including waivers;

{c) referring all blast injuries to audiology for evaluation,
including referrals to civilian audiologists outside the MHS
(see the Appendix for preferred documentation format);
(d) making routine use of external cause of injury (ICD-9-
CM E) codes by health care providers to capture soldier
deployment and nendeployment noise exposure data from
their clinical records; and (e) targeting future research and
development efforts at useful treatments for acute acoustic
trauma, a condition that is currently not treatable.

Since the time of the initial postdeployment analyses
reported in this study (Helfer, Jordan, & Lee, 2004),
corrective actions consistent with our recommendations
have taken place. Supplies of earplugs are becoming more
available to deploying soldiers, and MEDPROS is being
updated to reflect more pertinent deployment readiness
information for commanders. Also, since January 2004,
Army audiologists have been deployed to a hospital in
Baghdad, Iraq, to provide audiology care in the OIF theater
of operations. Intradeployment audiology clinic outcomes
data are currently being collected from this site for analysis.

Future planned analyses will also expand on the baseline
data provided to incorporate more detailed analysis of
NIHLI outcomes and potential risk factors acquired through
additional data sources. The current Army hearing health
surveillance plan is to continue to monitor and report the
Army deployment and nondeployment hearing loss
outcomes data, examining NIHLI risk behaviors for proof
of performance from preventive measures intervention.
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Appendix
Documentation and Coding Recommendation

Civilian audiologists may be called upon to evaluate soldiers redeploying from theaters of operations. It will be important to capture anc
key variables in the case history and reporting of the postdeployment evaluation (“SOAP note™) along with associated ICD-9-CM ¢

(Miller & Groher, 1990; Paul-Brown, 1994),
Subjective:
1.

Was the soldier deployed? (V70.56 is an MHS unique code for postdeployment-related diagnoses;
of a uniformed armed forces member in a civilian clinic).

2. Were they exposed to noise? What type?

“E” codes below signal ar

Operations of war, weapons firing, wheeled/tracked vehicles {EQ95)

= Enemy explosive devices (E993)

Exposure to other explosive materials—explosions not a result of war operations (E923.8)
Exposure to noise—steady noise and/or impulse (E928.1) (E995 and/or E993 should be used by a civilian audiologist to in
postdeployment exam. E923.8 and/or £928.1 should be used by a civilian audiologist to indicate a non-postdeployment e:

3. Did they have hearing protection and use it?

4. Do they experience ringing in the sars? (388.30-388.32)

How does it sound?
How disruptive is it?

Objective:

1. Otoscopic exam shows eardrum perforation or evidence of perforation? (384.20-384.9)

2. Audiometric results.

© Assessment:
Acoustic trauma? (388.11-blast/impulse noise injury)

Tinnitus? (388.30-388.32)
Eardrum perforation or indication? (384.20-384.9)

@okon S

Plan:

Noise-induced hearing loss? (388.12-noise-induced, sensory, permanent)

Mcderate to severe hearing loss? (389.8-MHS unique, civilians would not use)
Severs to profound hearing loss? (389.9-MHS unique, civilians would not use)

Refer copy of records to appropriate Army Medical Department authority for further disposition regarding soldier's health status.
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NEWS ARTICLES

By Jim Garamone
American Forces Press Service

WASHINGTON, March 15, 2006 — Iraq is not on the verge of a civil war, and sectarian issues in the
country are controllable, the commander of U.S. Central Command told the House Armed Services
Committee here today.

Army Gen. John Abizaid testified about CENTCOM's posture. He told the representatives he believes a
government of national unity will emerge in Iraq and that the Iraqi security forces will continue to im-
prove.

Abizaid said he was concerned about sectarian violence in Iraq since the bombing of the Golden
Mosque in Samarra on Feb. 22. He said he believes fugitive Jordanian terrorist Abu Musab al-
Zarqawi's al Qaeda in Iraq group was responsible for the bombing as an attempt to foment civil war.

"Certainly we believe that the Samarra bombings were the work of al Qaeda. This is well within their
stated intentions," the general said. "No, I don't have proof, but that's who I think did it, and that's who
most Iraqis think did it. They have every reason to find a wedge to provide sectarian difficulties, to
make the government fail, and to cause the Iraqi security forces to lose heart."

Iraq needs a unity government, and soon, Abizaid said. The new government must build strong minis-
tries "that are not dominated by various sectarian concerns, and move forward in order to move the
country towards peace and prosperity and defeat the insurgency."

Abizaid said al Qaeda remains the primary target in the region. "We continue to fight al Qaeda wher-
ever we find them," he said. "We fight them directly every day in Iraq and in Afghanistan."

Enemy tactics in Afghanistan, the general said, have moved away from guerrilla-type ambushes toward
assassinations, roadside bombs and attacks against government officials "that are moving more and
more out into the hinterlands."

Coalition allies in the region also are putting pressure on al Quaeda, he said, and he specifically cited
the cooperation received from Saudi Arabia and Pakistan. "Every country in the region that has an al
Qaeda threat approaches it in a way that we all need to pay attention to," he said.

Al Qaeda is active and dangerous in the region, he said. But, "the vast majority of the people in the re-
gion don't want it to win," he said. "And in this battle between moderates and extremists, we need to
understand that we're fighting with the good people of the region, not against them."

The general said progress is being made in the region. He said NATO working in Afghanistan is an im-
portant mission for the alliance and the world. He said the Iraqi army, in particular, did very well in the
country in the days after the attack in Samarra. He said the Iraqi police must be brought up to a similar

standard where their first loyalty is to the nation and not to ethnic or tribal groups.

The strategy in Iraq is working, the general said. As Iraqi forces train and gain more experience, they
are taking over more and more responsibility. "In fact, by the end of the year, it is our desire that the
Iraqis will have the vast majority of the lead in fighting the insurgency and dealing with the security
problems that certainly will continue to be in Iraq," he said.
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CIVIL WAR INIRAQ

By RALPH PETERS - In Iraq
BAGHDAD

I'M trying. I've been trying all week. The other day, | drove another 30
miles or so on the streets and alleys of Baghdad. I'm looking for the civil
war that The New York Times declared. And | just can't find it.

Maybe actually being on the ground in Iraq prevents me from seeing it.
Perhaps the view's clearer from Manhattan. It could be that my back-
ground as an intelligence officer didn't give me the right skills.

And riding around with the U.S. Army, looking at things first-hand, is cer-
tainly a technique to which The New York Times wouldn't stoop in such
an hour of crisis.
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A swimming poq
started during
Saddam Hus-
sein's regime argl
finished after hi
overthrow, pro-
vides a respite
from the desert
heat for service-
members at For
ward Operating
Base Loyalty,
Iraq. Photo by
Jim Garamone
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Let me tell you what | saw
anyway. Rolling with the
"instant Infantry” gunners of
the 1st Platoon of Bravo Bat-
tery, 4-320 Field Atrtillery, |
saw children and teenagers
in a Shia slum jumping up
and down and cheering our
troops as they drove by.
Cheering our troops.

All day - and it was a long
day - we drove through Shia
and Sunni neighborhoods.
Everywhere, the reception
was warm. No violence.
None.

And no hostility toward our
troops. Iragis went out of
their way to tell us we were
welcome.

Instead of a civil war, some-
thing very different hap-
pened because of the bomb-
ing of the Golden Mosque in
Samarra. The fanatic at-
tempt to stir up Sunni-vs.-
Shia strife, and the subse-
quent spate of violent at-
tacks, caused popular sup-
port for the U.S. presence to
spike upward.

101 Airborne transfer of
authority at Forward
Operating Base Danger
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In place of the civil war that elements in our media declared, | saw full streets,
open shops, traffic jams, donkey carts, Muslim holiday flags - and children eve-
rywhere, waving as our Humvees passed. Even the clouds of dust we stirred
up didn't deter them. And the presence of children in the streets is the best
possible indicator of a low threat level.

Southeast Baghdad, at least, was happy to see our troops.

And we didn't just drive past them. First Lt. Clenn Frost, the platoon leader,
took every opportunity to dismount and mingle with the people. Women
brought their children out of their compound gates to say hello. A local sheik
spontaneously invited us into his garden for colas and sesame biscuits.

It wasn't the Age of Aquarius. The people had serious concerns. And security
was No. 1. They wanted the Americans to crack down harder on the foreign
terrorists and to disarm the local militias. Iragis don't like and don't support the
militias, Shia or Sunni, which are nothing more than armed gangs.

Help's on the way, if slowly. The Iragi Army has confounded its Western critics,
performing extremely well last week. And the people trust their new army to an
encouraging degree. The Iraqi police aren't all the way there yet, and the popu-
lation doesn't yet have much confidence in them. But all of this takes time.

And even the police are making progress. We took a team of them with us so
they could train beside our troops. We visited a Public Order Battalion - a gen-
darmerie ouffit - that reeked of sloth and carelessness. But the regular Iraqi
Police outfit down the road proved surprisingly enthusiastic and professional.
It's just an uneven, difficult, frustrating process.

So what did I learn from a day in the dust and muck of Baghdad's less-
desirable boroughs? As the long winter twilight faded into haze and the fires of
the busy shawarma stands blazed in the fresh night, | felt that Iraq was
headed, however awkwardly, in the right direction.

The country may still see a civil war one day. But not just yet, thanks. Violence
continues. A roadside bomb was found in the next sector to the west. There
will be more deaths, including some of our own troops. But Baghdad's vibrant
life has not been killed. And the people of Iraq just might surprise us all.

CONTINUED ON PAGE, CIVIL WAR
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So why were we told that Iraq was irreversibly in the throes of civil war when it wasn't remotely true? | think the
answers are straightforward. First, of course, some parties in the West are anxious to believe the worst about
Iraq. They've staked their reputations on Iraqg's failure.

But there's no way we can let irresponsible journalists off the hook - or their parent organizations. Many journal-
ists are, indeed, brave and conscientious; yet some in Baghdad - working for "prestigious" publications - aren't
out on the city streets the way they pretend to be.

They're safe in their enclaves, protected by hired guns, complaining that it's too dangerous out on the streets.
They're only in Baghdad for the byline, and they might as well let their Iragi employees phone it in to the States.
Whenever you see a column filed from Baghdad by a semi-celeb journalist with a "contribution" by a local Iraqi, it
means this: The Iragi went out and got the story, while the journalist CONTINUED ON PAGE, CIVIL WAR
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A volleyball court awaits a game at Forward Operating Base Loyalty, Iraq. Photo by Jim Garamone

And the Iraqi stringers have cracked the code: The Americans don't pay for good news. So they exaggerate the bad.
And some of them have agendas of their own.

A few days ago, a wild claim that the Baghdad morgue held 1,300 bodies was treated as Gospel truth. Yet Iragis exag-
gerate madly and often have partisan interests. Did any Western reporter go to that morgue and count the bodies - a
rough count would have done it - before telling the world the news?

| doubt it.

If reporters really care, it's easy to get out on the streets of Baghdad. The 506th Infantry Regiment - and other great mili-
tary units - will take journalists on their patrols virtually anywhere in the city. Our troops are great to work with. (Of
course, there's the danger of becoming infected with patriot- ism . . .)

I'm just afraid that some of our journalists don't want to know the truth anymore.

For me, though, memories of Baghdad will be the cannoneers of the 1st Platoon walking the dusty, reeking alleys of
Baghdad. I'll recall 1st Lt. Frost conducting diplomacy with the locals and leading his men through a date-palm grove in a
search for insurgent mortar sites.

I'll remember that lieutenant investigating the murder of a Sunni mullah during last week's disturbances, cracking down
on black-marketers, checking up on sewer construction, reassuring citizens - and generally doing the job of a lieutenant-
colonel in peacetime.

Oh, and I'll remember those "radical Shias" cheering our patrol as we passed by.

Ralph Peters is reporting from Forward Operating Base Loyalty
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after this exercise, the 187th Infantry was se-
AMERICAN FORCES INFORMATION SERV ICE lected to deploy to Korea as an airborne regi-
H Ews A “Tl c L E s mental combat team to provide Gen. Douglas

MacArthur with an airborne capability
Soldiers and aircraft are posi-
tioned on the airstrip at For-
ward Operating Base Rema-
gen in advance of Operation
Swarmer, a combined Iraqi
and coalition operation to
clear a suspected insurgent
operating area northeast of
Samarra, Iraq. The soldiers
| are from the Iraqi army's Ist
_ Brigade, 4th Division, the
w 101st Airborne Division's 3rd
Brigade Combat Team, and
the 101st Combat Aviation

Iraqi Security Forces, Coalition
Launch 'Operation Swarmer'

American Forces Press Service
WASHINGTON, March 16, 2006 —
Iraqi and coalition forces today launched
Operation Swarmer in the south of Iraq's
Salah Ad Din province to clear a sus-
pected insurgent operating area northeast
of Samarra, military officials reported.

The operation began this morning with
soldiers from the Iraqi army's 1st Bri-
gade, 4th Division; the U.S. Army 101st

Airborne Division's 3rd Brigade Combat . Brigade. Photo by Sgt. 1st

Team; and the 101st Combat Aviation
Brigade conducting a combined air and
ground assault to isolate the objective
area, officials said.

Attack and assault aircraft provided ae-
rial weapons support for the operation
and also delivered troops from the Iraqi
army's 4th Division; the "Rakkasans"
from 1st and 3rd Battalions, 187th Infan-
try Regiment, of the U.S. Army; and the
"Hunters" from 2nd Squadron, 9th Cav-
alry Regiment, U.S. Army, to "multiple
objectives" according to a Multinational
Force Iraq statement. Forces from Iraq's
2nd Commando Brigade then completed
a ground infiltration to secure numerous
structures in the area, officials said.
More than 1,500 Iraqi and coalition
troops, more than 200 tactical vehicles,
and more than 50 aircraft participated in
the operation, according to the MNF-I
statement.

Initial reports from the objective area
indicate that a number of enemy weap-
ons caches -- containing artillery shells,
explosives, materials for making home-
made bombs, and military uniforms --
have been captured.

The operation is expected to continue for
several days as a thorough search of the
objective area is conducted, officials
said.

Operation Swarmer follows closely the
completion of a combined Iraqi and coa-
lition operation west of Samarra in early
March that yielded substantial enemy
weapons and equipment caches.

The name Swarmer, the MNF-I state-
ment explained, was derived from the
name given to the largest peacetime air-
borne maneuvers ever conducted, in
spring 1950 in North Carolina. Soon
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Soldiers from the Iraqi
army's Ist Brigade, 4th Di-
vision, and the 101st Air-
borne Division's 3rd Bri-

“ gade Combat Team receive
& a pre-flight briefing from a

UH-60 Black Hawk crew

| chief prior to the start of

Operation Swarmer, the
combined air assault opera
tion to clear a suspected
insurgent operating area
northeast of Samarra, Iraq.
Photo by Staff Sgt. Lyle
Grose, USA

03/16/2006
Operation Swarmer

U.S. Army soldiers of the 101st
Airborne Division’s Company C, 3rd
Battalion, 187th Infantry Regi-
ment, exit an Army CH-47 Chinook
helicopter at Brassfield-Mora, Iraq,
March 16, 2006, in support of
Operation Swarmer. U.S. Navy

~ Photo by Petty Officer 3rd Class

Shawn Hussong

Operation Swarmer be-
gins with the largest air
assault operation since
the beginning of Opera-
tion Iraqi Freedom. The
operation, a combined
effort by Iraqi security
forces and coalition
troops, will continue in
the southern Salah Ad Din
province for several days
as the target area is thor-
oughly searched. Photo by
Sgt. Ist Class Antony Jo-
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CORDON AND SEARCH - Iraqi army soldiers conduct a cor-

don and search in a sector in the Ibrahim bin Ali suburbs of

Baghdad, Iraq, March 22, 2006. The soldiers are from the 3rd

Brigade, 6th Division out of Camp Constltutlon Ilaq U. S Army
] oto by Sgt. 1st Class Dav1d D. Is:

U.S. Army Pfc. Brandon Standifer eats dinner during his
shift in a guard shack as another soldier keeps watch at
Camp Taji, Iraq, on March 19, 2006. DoD photo by Petty
Officer 1st Class Michael Larson, U.S. Navy.
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E‘ombmed air assault operatlon to clear the area nort'fleast of"
Samarsa, of suspected insurgents, The soldiers are from the -
Armyis 31:}Battahon 187th Infantry Regiment. DoD photo
" by Petty Ofﬁce: Ist Class Jeren(y L. Woc-)d U S. Navy

- '

i

]

Iraqi army soldier-Zatar Jeba (left) and U'S. Army Pfc. Ya-
suo Albert shdtesa rooftop gun position on a coalition forces
building duringieounter-insurgency operations in Tarmiya,
Irag, on March 25, 2006: DeD photo by Petty Officer 1st
Class Michael Larson, U.S:/Navy.

”~
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U.S. Army soldiers assigned to the 1st Brigade, 1st Armored
Division wait to board a UH-60 Black Hawk helicopter during
air assault mission in the Al Jazeera Desert, Iraq, on March
)6. DoD photo by Staff S‘waron Allmon, U.S. Air

U.S. Army Spc. Osvaldo Fernandez kneels down beside a
Humvee as he provides security during counterinsurgency
operations near the town of Tarmiyah, Iraq, on March 28,
2006. Fernandez and his fellow soldiers with 1st Battalion,
66th Armored Regiment, are searching for hidden weapons
caches in the area. DoD photo by Petty Officer 1st Class Mi-
chael Larson,-U.S. Navy.
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